The International Obesity Task Force (IOTF) concluded that the prevention of weight gain is easier, less expensive and more effective than treating obesity after it has fully developed. The objective of prevention programmes is to reduce the exposure of populations to the environmental causes of obesity. Public health prevention is based on education and behavioural changes aiming at promoting physical activity and a less energy dense diet. Effective management of overweight in children proved to reduce the number who carry their weight problems into adulthood. It has been proposed that school could play an important role in encouraging healthy eating habits. School-based prevention strategies consider the child as the target of the education programme. A complementary approach considers that the child could play an active role in the transmission of the message of prevention. It is the hypothesis of a prospective intervention study in northern France, the`Fleurbaix-Laventie-Ville-Sante Â ' Study, that nutritional education of children aged 6 ± 12 y at school may not only improve their nutritional knowledge but also in¯uence the dietary habits of the family. Preliminary results indicate that the education programme resulted in encouraging changes in dietary habits, mainly a decreased intake of lipid-rich foods in the family. The effects on body weight evolution remain to be evaluated. The study is in progress with a 10-year follow-up.
Introduction
The International Obesity Task Force (IOTF) recently pleaded for a public health approach to the prevention of obesity, especially in children. The IOTF report considers that the prevention of weight gain is easier, less expensive and more effective than treating obesity after it has fully developed. In fact, it has been shown that effective management of overweight children can reduce the number of children in whom the weight problems persist in adulthood. 1 The aim of prevention programmes is to reduce the exposure of populations to the environmental causes of obesity. Public health prevention is based on education and behavioural changes in order to promote physical activity and to decrease the energy density of the diet. It was proposed that schools should encourage healthy eating habits through training in practical food skills and by adopting healthy nutrition standards for school meals. This mass approach to the control of lifestyle diseases remains a controversial issue because it has not been fully evaluated and because it requires those who may be at low risk to change their habits in the same way as those at high risk. An evaluation of various strategies of school-based prevention is needed.
The child: a partner in obesity prevention programmes
Family-based and school-based programmes have been developed for the prevention of obesity in children. Family intervention is justi®ed by the in¯u-ence of the family environment on a child's risk of obesity and by parental modelling of eating and physical activity habits.
1 The bene®cial effects of family-based programmes in preventing the progression of weight gain in children have been documented in some studies.
2 School-based prevention programmes are justi®ed by the following arguments: an increasing proportion of a child's eating and physical activity is carried out at school; school doctors may play a key role in identifying individuals at risk of obesity; and education could keep in check the powers of the commercial world. Some programmes including classroom lessons on nutrition and physical health have been successful. 1 ± 6 In these preventive strategies, the children are thè target' of the programme.
In a complementary approach, we consider that the child could play an active role in a nutritional prevention programme. In fact, health campaigns targeting issues other than obesity, such as smoking, have shown that children may in¯uence their parents' habits. For example, following a health campaign on the danger of smoking, child pressure is one leading reason for parents to stop smoking. In France, children appear to be an important relay between the advertising campaigns in favour of the wearing of seat belts and changes in parents' habits. All parents have experienced that they can learn a lot from their children's skills (for example, computerised systems and video games). In other words, the role of the child in a prevention campaign is not only to be a target receiving the message but also a partner in the promotion of appropriate eating and physical activity in the familial environment. School seems to be one of the most appropriate ®elds to develop such a strategy as far as in most countries, all children attend school and many of them eat at school; children of all socioeconomic situations have access to education; the educational system is considered as a credible source of information. These are the reasons why we asked the question: could children educate their parents in the domain of nutrition?
From school to home: the FleurbaixLaventie-Ville-Sante Â Study
It is the hypothesis of a prospective intervention study in progress in the north of France, the FleurbaixLaventie-Ville-Sante Â Study, that nutritional education at school may improve the nutritional knowledge of children and, consequently, in¯uence the dietary habits of the whole family and weight evolution in a 10-year prospective follow-up ( Figure 1 ). This region of France was chosen because the prevalence of obesity is two-fold higher than in other parts of France and because of a particularly high consumption of fat calories (42% of calorie intake).
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This study involved all the children age 6±12 y in two towns. The teachers at the school played an active role in the study which was designed as an educational project in the hands of the education system and not as a medical study. It was considered that nutritionists may intervene as experts in nutrition while teachers are the experts in pedagogy. This is why the programme of nutritional education was developed by teachers in collaboration with nutritionists and school doctors. The programme was integrated in the usual educational curriculum and was not presented as a speci®c domain of teaching. The aim was to teach the children the characteristics of nutrients and food, the criteria of healthy eating behaviour and diet, the processing of food from production to consumption, and food labelling. This programme included lessons on foods (for example, dairy products, carbohydrates or lipid-rich foods) as well as workshops on meal preparation, food choice and tasting, and shopping practice. A series of`pedagogical breakfasts' took place at school. The children learned how to build a healthy meal and to diversity their nutrient intake. Children also went to farms, factories, and markets and supermarkets. The general practitioners were involved not only in the collection of clinical data (body mass index etc.) but also in supporting the school programme.
This educational programme lasted ®ve years (from 1992 to 1997). At the end of the programme, the knowledge and dietary habits were assessed in the children of the two intervention towns and in children of two control towns in the same region (with the same demographic and socio-economic characteristics). This assessment included a series of speci®c questions on the nutritional education programme on the one hand and a questionnaire on the usual programme of biology (as a control test of the classic education programme) on the other hand. It was found that the multifocal programme improved the nutritional knowledge of the children in the intervention group compared to the control group, whereas the Table 1) . The children of the intervention group scored higher in a questionnaire on food composition and equivalence, on food choice in various situations (for example, sports) and on healthy diet. This indicates that the nutrition education programme had its own impact.
These results may only re¯ect the pedagogical quality of the teachers and of the programme. From a health perspective, the major issue is the in¯uence of the improvement of knowledge on dietary habits, particularly on fat consumption. Preliminary data on food frequency indicate that the percentage of families with low butter, margarine or french fries intake increased in the intervention towns and decreased in the control towns. The percentage of families using more than 2 tbspad of vegetable oil increase in the intervention group (Figure 2) . The detailed analysis is in progress. It is too early to check whether these changes in¯uenced weight evolution.
Conclusion
The study is ongoing with a 10-year follow-up taking into account the spontaneous evolution in a control town. It will then be possible to see if education per se is able or not to overcome the deleterious in¯uence of the environment on eating habits and to in¯uence the evolution of body weight in the community. Ro Èssner : So, most of you would expect a lower weight. Basdevant : This is our expectation and we are encouraged by these responses. The problem is that we have to prove it. We have to prove it to health systems, to get money to enable prevention. Ro Èssner : From the results, it seems that hospital based specialists are more likely to believe that nothing is going to happen to the weight, compared to those in community based practice. Ro Èssner : The results are similar, though those who are hospital based may know more about guidelines.
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